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Visual Impairment and Eye Care Among Older Adults — Five States, 2005 


Blindness and visual impairment are among the 10 most 


common causes of disability in the United States (/) and are 


associated with shorter life expectancy and lower quality of 


life (2,3). Previously, state-specific prevalences of visual 
impairment and eye disease were estimated from national 
prevalences. However, in 2005, five states (lowa, Louisiana, 
Ohio, Tennessee, and Texas) provided state-specific estimates 
by using the new CDC Behavioral Risk Factor Surveillance 
System (BRFSS) vision module. CDC analyzed data from the 
module to determine the self-reported prevalence of visual 
impairment, eye disease, eye injury, and lack of eye-care 
insurance and eye examination among persons aged >50 years 
in each of these five states and among certain sociodemographic 
populations overall. This report describes the results of that 
analysis, which indicated variation in disease prevalence and 
use of eye care among individual states and also among racial/ 
ethnic populations and age groups within the five states com- 
bined. The variability among state data suggests that state- 
specific surveillance of visual impairment and eye care and 
investigation by states to identify influencing factors might 
lead to creation of vision programs better suited to individual 
state needs. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized, U.S. civilian population aged 
>18 years. The median Council of American Survey Research 
Organizations response rate for BRFSS in 2005 was 51.1%, 
with a range among states of 34.6% to 67.4%. Response rates 
for the five states using the optional BRFSS vision module in 
2005 were as follows: lowa, 60.2%; Louisiana, 51.4%; Ohio, 
49.5%; Tennessee, 59.6%; and Texas, 45.2%. Among the five 
states, Louisiana provided data only for January—August 
because of Hurricane Katrina. Respondents were classified as 
having visual impairment if they answered “a little difficulty,” 
“moderate difficulty,” “extreme difficulty,” or “unable to do 


because of eyesight” to the question, “How much difficulty, if 


any, do you have in recognizing a friend across the street?” or 
to the question, “How much difficulty, if any, do you have 
watching television?”* Three selected eye diseases (i.e., cata- 
ract, glaucoma, and macular degeneration) and workplace eye 
injury were identified if respondents answered “yes” to the 
relevant questions.’ Diabetic retinopathy was identified (from 
the BRFSS diabetes module) if respondents with diabetes 
answered “yes” to the question, “Has a doctor ever told you that 
diabetes has affected your eyes or that you had retinopathy?” 
The BRFSS vision module also incorporated questions 
relating to use of eye care. Respondents were classified as not 
having eye insurance if they answered “no” to the question, 
“Do you have any kind of health insurance coverage for eye 
care?” Respondents were classified as not having had a dilated 
eye examination in the preceding 12 months if they answered 
other than “within the past month” or “within the past year 
(1-12 months ago)” to the question, “When was the last time 
you had an eye exam in which the pupils were dilated?” They 
were classified as not having visited an eye-care professional 


in the preceding 12 months if they answered other than “within 





* While wearing glasses or contact lenses, for those who wore them. 

Have you been told by an eye doctor or other health-care professional that 
you now have cataracts?” “Have you ever been told by an eye doctor or other 
health care professional that you had glaucoma? Have you ever been told by 
an eye doctor or other health-care professional that you had macular 
degeneration?” “Have you ever had an eye injury that occurred at your workplace 


while you were doing your work?” 
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the past month” or “within the past year” to the question, 
“When was the last time you visited any eye-care professional?” 
In addition, respondents were asked the main reason they had 
not visited an eye-care professional in the preceding 12 months. 
lhe analyses were weighted to make estimates representative of 
the civilian, noninstitutionalized population in the five states. 

\ total of 13,931 responses* were analyzed using statistical 
software to account for the survey design complexity. Trends 
were assessed using linear regression by the weighted least 
squares method. 

lhe self-reported prevalence of visual impairment and eye 


disease among persons aged >50 years varied among the five 


states that used the BRFSS vision module in 2005. The preva- 


lence of visual impairment ranged from 14.3% (95% confi 
dence interval [CI] = 12.9%—15.8%) in lowa to 20.5% (CI 
18.6%-22.5%) in Ohio (Table 1). Prevalence of cataract 
ranged from 29.0% (Texas) to 34.3% (lowa), prevalence of 
glaucoma ranged from 5.0% (Tennessee) to 7.4% (Louisi 
ana), prevalence of macular degeneration ranged from 3.1% 
(Tennessee) to 5.4% (lowa), and prevalence of diabetic retin 
opathy ranged from 2.7% (Ohio) to 4.3% (Louisiana). The 
S¢ If reported prevalence ot workplac eye injury history ranged 
from 5.8% (Tennessee) to 9.0% (lowa) among the five states. 
With the exception of diabetic retinopathy, women had higher 
prevalence of visual impairment and eye disease than men 
(mong age groups, prevalence of cataract and glaucoma 
increased with age, and prevalence of workplace eye injury 
history decreased with age (p<0.05 

Having eye-care insurance and use of eye care also varied 
among the five states (lable 2). The percentage of partict 
pants reporting no eye-care insurance ranged from 46.2% 
(Ohio) to 55.0% (Tennessee). In addition, the percentage 
reporting they had not had a dilated eye examination during 


the preceding 12 


months ranged from {0.6% (lowa) to 46.2% 
(Texas); the percentage reporting no visit to an eye-care pro 
fessional in the preceding 12 months ranged from 30.4% 
(lowa) to 34.8% (Texas). Persons in the five states cited “no 


?.8% in Louisiana to 60.9% in lowa 


reason to go {range t. 
and “cost/insurance” (range: 18.5% in Ohio to 22.1% in Ten 
nessee) as the most common reasons for not having visited an 
eye-care professional in the preceding 12 months. Overall, 
persons aged 50—59 years were least likely to report not hav 
ing eye-care insurance. The percentage of persons who had 
not had a dilated eye examination or a visit tO an eve-Care 


) 


professional in the preceding 12 months decreased with 
increasing age (p< 0.05). Men were more likely than women 
to report not having had a dilated eye examination or not 


having had an eye-care visit 
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TABLE 1. Prevalence of self-reported visual impairment,” selected eye diseases, and workplace eye injury history among persons 
aged >50 years, by state and selected demographic characteristics — Behavioral Risk Factor Surveillance System, five states, 2005 





Visual 


impairment Cataract 


Glaucoma’ 


Macular Diabetic 


degeneration" retinopathy** 


Workplace 
eye injury" 








State/Characteristic (95% CIs) (95% Cl) % 


(95% Cl) % (95% Cl) % (95% Cl) (95% Cl) 





lowa (12.9-15.8) 
Louisiana" (15.5-20.1) 
Ohio (18.6—22.5) 
Tennessee (15.2-18.9) 
Texas (18.1-21.5) 


(32.4—36.3) 5.9 
(27.5-32.8) 7.4 
(27.9-32.3) 5.2 
(28.0-—32.5) 5.0 
(27.1-—30.9) 6.9 
Age (yrs) 
50-59 (16.3-19.5) 
60-69 (16.3-19.7) 
70-79 (18.2-22.3) 
>80 (21.8-27.9) 
Sex 
Male 
Female 


(8.7—11.1) 
(27.2-31.2) 5.8 
(54.4—59.4) 9.2 
(63.3-70.1) 13.4 


(14.6—17.5) 
(20.3-22.8) 


(22.8-26.1) 

(33.2-36.0) 

Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 
Other race 
Hispanic 


(16.7—18.8) 

(20.0—26.9) 25.1 
(16.8-28.2) 29.2 
(21.4—30.6) 25.4 


(29.6—32.0) 
(21.9-28.6) 
(23.2-35.9) 
(21.3-30.1) 
Education 
Less than high school 
High school graduate 
More than high school 


(25.6-31.4) 38.0898 (35.0—41.1) 
(18.5-21.9) 31.8  (29.9-33.7) 
(14.3-16.7) 26.5 (25 
Annual household income 

<$15,000 31.91 (28.8-35.3) 
$15,000-$24,999 23.4 
$25,000-$34,999 18.9 
$35,000-$49,999 17.3 

>$50,000 12.8 


39.179 ( 5s 
(21.0—26.1) 37 
(16.3-21.7) 34.8 
(15.0—19.9) 25 
(11.4—14.4) 17 


(35 
(31 
(23 5.( 
5 2 


3.4°** 


(11.1-16.1) 15.3 (12.7-18.3) 25 3.7) 


5.0—7.0) 5.4 (4.5-6.4) 3.0 (2.4-3.8) 
(6.1-9.1) 3.7 (2.8-4.9) 4.3 (3.3-5.7) 
(4.3-6.3) 3.8 (3.0—4.7) 2.7 (2.1—3.5) 
(4.1-6.2) 3.1 (2.4—4.0) 3.8 (2.9-5.1) 
(5.9-8.0) 4.7 (3.9-5.6) 3.9 (3.2—4.8) 


(7.8-10.4) 
(5.2-8.4) 
(5.8-8.5) 
(4.7-7.1) 
(6.1-8.6) 


(2.7—4.1) 1.6 
(4.8-6.9) 2.9 
(7.9-10.8) 6.4 


(1.2-2.2) 3.2 (2.5-3.9) 
(2.3-3.7) 4.2 (3.4—5.2) 
(5.3-7.7) 4.0 (3.1—5.0) 


* (7.5-10.0) 
(6.7-9.3) 
(3.3—5.5) 
(1.8-4.8) 


(4.1-5.7) 3.5 
(6.4-8.1) 


(2.94.3) 3.5 2.9-4.3) (11.6—14.4) 
(4.2—5.4) 3.6 4.2) (1.7-2.5) 


(4.8—5.9) (3.8—4.9) 2$ 
(8.2—12.7) (1.6-—3.9) 8.0 
(3.6-8.8) 5 3.7-10.6) 4.11TT 
(7.5-14.0) 3 (2.3-6.2) 8.7 


(2.2-3.0) 
(5.9-10.8) 
(2.2-7.4) 


(6.3—11.8) 


(6.4-7.9) 
(2.8-5.6) 
(7.2-—16.0) 
(4.8—11.5) 


(8.1—12.2) é (4.1-6.9) 5.8983 (4.6-7.4) 
(5.2-7.2) : (3.3-4.7) te (3.6—5.2) 
(4.4-5.8) (3.5—4.8) (1.9-3.0) 


(7.0—10.9) 
(6.7-9.2) 
(5.2-7.0) 

(8.8—13.0) 6.01 (4.7-7.7) (4.5-7.6) 9.1 

5.6 (4.6-6.9) (3.9-6.5) 7.3 

4.8 (3.4-6.6) 3.6 (2.6—5.1) 8.7 (6.5-11.5 

3.6 (2.6—5.1) ; (1.5-3.7) 8.9 (7.0-11 

1.8 (1.3-2.4) ‘ (1.5-2.8) 6.0 (5.0-7.3 


(7.0—11 
(5.8-9 





Respondents were classified as having visual impairment if they answered “a little difficulty 


to the question 
television? 


Respondents were classified as having cataract if they answered “yes” or “yes, but had them removed” to the question 


care professional that you now have cataracts? 


Respondents were classified as having glaucoma if they answered “yes” to the question 


had glaucoma? 


Respondents were classified as having macular degeneration if they answered “yes” to the question 


professional that you had macular degeneration? 


Respondents were classified as having diabetic retinopathy if they answered “yes” to the question 


had retinopathy? 


How much difficulty, if any, do you have in recognizing a friend across the street?” or to the question 


moderate difficulty,” “extreme difficulty,” or “unable to do because of eyesight 


How much difficulty, if any, do you have watching 
Have you been told by an eye doctor or other health- 
Have you ever been told by an eye doctor or other health-care professional that you 
Have you ever been told by an eye doctor or other health-care 


Has a doctor ever told you that diabetes has affected your eyes or that you 


Respondents were classified as having had a workplace eye injury if they answered “yes” to the question: “Have you ever had an eye injury that occurred at your workplace 


while you were doing your work? 
Confidence interval 
Because of Hurricane Katrina, Louisiana provided data only for January—August 


The prevalence of cataract and glaucoma increased and the prevalence of workplace eye injury history decreased with increasing age (p<0.05) 


nates with a relative standard error >30 


These estimates are considered statistically unreliable and should be interpreted with caution 


evalence of cataract and diabetic retinopathy decreased as education level increased (p<0.05) 


ve prevalence of 


Having eye-care insurance and use of eye care also varied by 
race/ethnicity, education, and income (p<0.05). Hispanics 
were more likely than non-Hispanic whites to report not hav- 
ing eye-care insurance, not having had a dilated eye examina- 
tion, and not having had an eye-care visit during the preceding 
12 months. Respondents with less than a high school educa- 
$15,000 were least likely 


to use eve-care services. Moreover, the percentage w ithout eye- 


tion or annual household income - 


care insurance decreased as education and income levels 
increased (p< 0.05). 
Reported by: RN Bailey, OD, College of Optometry, Univ of Houston, 


Prevention, Ohio 


lexas. RW Indian, MS, Bur of He alth Surve illan é 


Dept of Health. X Zhang, MD, PhD, LS Geiss, MS, MR Duenas, OD, 


visual impairment and eye disease decreased as income level increased (p<0.05) 


IB Saaddine, MD, Div of Diabetes Translation, National Center for 
Chronic Disease Prevention and Health Promotion, CDC. 
Editorial Note: This report is the first to provide state- 
specific estimates of the self-reported prevalence of visual 
impairment, eye disease, and use of eye-care services. The var- 
ied prevalences among states suggest needs for state-level sur- 
veillance of visual impairment and investigation of potential 
barriers to eye care to enable development of vision-loss pre- 
vention and eyc-health promotion programs tailored to indi- 
vidual state needs. 

Approximately half of those who did not visit an eye-care 
professional during the preceding 12 months said they had 


no reason to go. The lack of concern regarding the need for 
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TABLE 2. Prevalence of no eye-care insurance, no dilated eye examination, and no visit to an eye-care professional among persons 
aged >50 years, by state and selected demographic characteristics — Behavioral Risk Factor Surveillance System, five states, 2005 





No eye-care No dilated 
insurance* eye examination’ 


No visit to an® Reason for no eye-care visit" 
eye-care professional No reason to go Cost/Insurance 











State/Characteristic (95% Ci**) % (95% Cl) 





% (95% Cl) % (95% Cl) % (95% Cl) 





wa 51.8 (49.7- (38.3-—42.9) 

" § (47.5 (38.3-—45.1) 
(43 (40.6—46.1) 
(52.4—57.6) ] (39.9-45.5) 
5C (43.8-48.6) 


40.6 


Xa 


Age (yrs) 


52.788 
43.9 


(50.4 
(41.4—< 


Female 
Race/Ethnicity 
White n-Hist 


spanic 
Black. non-Hisr 


ani 
Hispar 
Education 

than hiat 


46.4—-5 


40.4 
(41.9-< 


3.8 (41.3 


30.4 (28.5-32.4) 60.9 (57.0-64.6) 20.3 (17.4-—23.6) 
32.0 (29.2-34.9) 42.8 (37.5-48.2) 20.3 (16.4-24.9) 
33.1 (30.8-35.4) 55.6 (51.2-59.9) 18.5 (15.4-22.0) 
31.2 (28.9-33.6) 48.1 (43.6—52.7) 22.1 (18.6—26.0) 
34.8 (32.7—36.9) 49.8 (46.0-53.6) 20.0 (17.1-—23.2) 


47.0 
53.4 
57.7 
62.7 


39.888 
33.2 
25.0 
20.7 


(37.8—41.8) 
(31.1-—35.3) 
(22.8-27.3) 
(17.9-23.9) 


(43.6—50.3) 
(49.5-57.2) 
(52.5-62.8) 
(54.8-70.1) 


22.9 

22.4 

10.7 
5.7*** 


(20.3-25.7) 
(19.3-25.8) 
(7.8—14.6) 
(3.1-—10.4) 


(36.2—40.2) 
(27.8—30.5) 


(55.4-62.2) 
(40.2—45.7) 


(12.1-17.0) 
(23.6—28.6) 


(31.4—33.9) 
(29.3-—37.3) 
(29.4-44 8) 
(33.3-43.9) 


(52.4—57.2) 
(34.8-49.2) 
(29.2-56.0) 
(27.0-43.4) 


(15.0—18.4) 
(21.2-34.8) 
(15.4—40.4) 
(27.9-44.7) 


(38.4—45.0) (33.9-44.0) 
(31.3-35.3) (47.5-54.9) 
(29.2—32.5) : 53.2 


(26.7-36.7) 
(19.3—25.3) 
(11.5-15.8) 


59.7) 


(35.8—42.5) 
(31.3-36.8) 
(29.1-—36.2) 
(30.5-37.0) 
(30.0-34.6) 


(37.9-49.1) 
(26.8-36.4) 
(13.8-23.2) 
(10.3-18.1) 

(4.7-8.7) 





erage for eye care 


ad a dilated eye examination in the preceding 12 


sited ane are professional in the preceding 12 


ey had not visited an eye-« 


f Hurricane Katrina, | vided data only f 


2ntage of persor eye examinatior r vis an eye 


rcentage of persons son t 


relative stan error >30 These estimates 


are ¢ 


montns 
months 


are professional in the preceding 12 months. The two most cited 


care professional in the preceding 12 months decreased with 
jo" increased with increasing age and incr 


ynsidered statistically unreliable and should be interpreted with « 


reasons were “no reason to go 


increasing age (p<0.05) 
asing income (p<0.05) 


aution 


nsurance decreased as education and income levels increased (p<0.05) 


4 


Jecreased as education and incc 


ventive eye care remains a major public health concern. 


pre 
Early detection and timely treatment can prevent visual 
impairment and progression of conditions leading to blind 
\n annual dilated eye examination is recommended fot 


ness 


persons with diabetes or aged >65 years (4); by comparison, 


>» 


ipproximately 44% of those aged 60-69 years and 32% of 


those aged 70—79 years had not had a dilated eye examination 


during the preceding 12 


months. Many eye problems are 
symptomatic initially, and regular eye examinations can help 
delay or limit the progression of vision loss and eye diseases 
5). In addition, efficacious and cost-effective strategies to 
detect and treat certain eye diseases exist (6—9). However, in 
this study, approximately 41%-—46% of respondents aged >50 
years had not had a dilated eye examination, and approxi- 
mately 30%-—35% had not visited an eye-care professional 
during the preceding 12 months. The finding that prevalence 
of workplace eye injury history decreased with increasing age 


appears counterintuitive and suggests a need for further study. 


me 


level increased (p<0.05) 

his report is subject to at least three limitations. First, the 
prevalences of visual impairment and eye diseases are self- 
reported and might be different than objective clinical mea- 
surements. Second, the data are collected by telephone survey 
and might not be representative of persons without landline 
telephones. Finally, institutionalized populations (e.g., nurs- 
ing home residents) are not included in BRFSS. 

CDC provides resources and technical assistance to state 
health departments to increase surveillance of visual impair- 
ment and eye diseases. The new BRFSS vision module can be 
used to help public health agencies plan, implement, and evalu- 
ate programs on vision-loss prevention and eye-health pro- 
motion at national, state, and local levels and can help monitor 
Healthy People 2010 objectives regarding eye care. These data 
can enable CDC and States to better assess the need for eye 
care, identify groups at high risk for eye disease, reduce health 
disparities, allocate scarce resources, and target effective inter- 


vention activities. 
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Public Health Surveillance 
for Smallpox — United States, 
2003-2005 


In June 1987, nearly 10 years after the World Health Orga- 
nization (WHO) declared smallpox eradicated, the Council 
of State and Territorial Epidemiologists (CSTE) recommended 
removal of smallpox, a highly contagious viral disease, from 
the National Notifiable Diseases Surveillance System 
(NNDSS) (/).* However, the attacks of September 11, 2001, 
raised concern that smallpox (variola) virus, might exist in 
laboratories other than two WHO-designated repositories and 
could be used as an agent of biologic terrorism (2). In 
response to this concern, CSTE and CDC recommended in 
June 2003 that smallpox again be made reportable through 
NNDSS and that all states, territories, and cities add small- 
pox to their lists of reportable diseases (3). In 2005, CSTI 
conducted a cross-sectional survey in the United States and 
its territories to assess key components for surveillance of sus- 


pected smallpox disease, including legal reporting require 





1 NNDSS are bas 


ments, laboratory testing, and training and education (e.g., 
oral presentations and guides). This report summarizes the 
results of that survey, which indicated that 100% had the 
capacity to receive and investigate reports, 94% of states had 
legal requirements to report suspected smallpox disease, 70% 
had mandatory laboratory reporting of results indicative of 
smallpox disease, and 68% were providing ongoing training 
and education of health-care providers and public health staff. 

During August—October 2005, CSTE sent an e-mail to all 
state epidemiologists asking them to participate in the survey, 
which was available online to all 50 states, the District of 
Columbia (DC), eight U.S. territories, and health departments 
of nine large cities. A total of 46 states and DC (92%), one 
territory (13%), and seven large cities (78%) responded to 
the survey, for an overall response rate of 81%. The survey 
respondents were senior-level epidemiologists. 

Forty-three of the 46 responding states and DC (94%) and 
all seven cities indicated having reporting requirements and 
other components of a surveillance system to detect suspected 
smallpox disease. In addition, 25 states and DC (55%) and 
four cities (57%) required reporting of varicella (chickenpox), 
a potentially severe vesicular or pustular rash illness with cer- 
tain signs and symptoms similar to smallpox. Participants also 
reported that other surveillance systems were in place to 
detect suspected smallpox disease, including 1) syndromic sur- 


79 


veillance in 33 states and DC (72%) and six cities (86%) and 


2) rash illness surveillance in 29 states and DC (64%) and 


four cities (57%). 

All 55 respondents reported having the capacity to receive 
and investigate reports of suspected smallpox disease 24 hours 
a day and 7 days a week. Forty-one states and DC (89%) had 
the capacity to receive disease reports primarily by telephone 
and 33 (70%) primarily by fax. Fifteen (32%) respondents 
indicated the capacity to receive reports by e-mail and 13 
(28%) via the Internet. Of the 46 responding states and DC, 
+2 (89%) had the ability to investigate reports by telephone, 
38 (81%) by e-mail, 33 (70%) by other methods, and 31 
(66%) by fax. Field or home visits were reported as the meth- 
ods least likely to be used for investigation of persons with 
suspected smallpox (12 [26%] of 46 respondents). For the 
seven large cities, the patterns for receiving and investigating 
reports were similar. 

For tests related to orthopoxviruses, including smallpox 
virus, 31 states and DC (68%) reported they would use the 
CDC laboratory; 30 (64%) would use a state health labora- 
tory, 10 (21%) a neighboring state laboratory, four (9%) 
another laboratory, and three (6%) an academic facility. 
[wenty-six states and DC (57%) reported their state public 
health laboratory could rapidly provide testing by 


orthopoxvirus nonvariola polymerase chain reaction (PCR) 
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assay and viral culture’; 22 (47%) could provide testing by 
orthopoxvirus PCR assay, 10 (21%) by a variola PCR assay, 
and seven (15%) by electron microscopy. 

During 2004, an estimated 69,000 health-care and public 
health practitioners were trained in smallpox clinical presen- 
tation, diagnosis, and surveillance during pre-event and post- 

vent periods by state, territorial, and large-city public health 


gencies. The primary means for training included presenta- 


tions (58%) or using CDC materials (56%). An average of 


8 training sessions (median: two; range: 0-133) were 
offered by a state public health agency, and 10.4 sessions 
median: three; range: 0-116) were offered by local and county 
public health agencies. Professionals targeted for training were 


primarily public health personnel (64%), hospital emergency 


department staff members (44%), and other hospital staff 


members (45%) 


Reported by: / Abellera, MPH, | Lemmings, MPH; CSTE Smallpox 
ea J J 
and Territorial Epidemiologists 


tate Dept of Health. SS Hutchins, MD, 


“a 
munization and Re Sspiratory Di €aS€S 


Editorial Note: As with any notifiable disease, legal require- 
nents for mandatory reporting of smallpox are necessary for 
mplete and timely reporting of suspected or confirmed cases 
}). These legal requirements are the foundation for state- 
based surveillance in the event of a terrorist attack, specifi- 
lly for smallpox and other agents of biologic terrorism (i.e., 


gory A, B, and C agents as defined by CDC) (6). Most 


lso have general authority to collect data on matters of 


public health importance, disease outbreaks, or unusual o1 
intoreseen occurrences (7,8). State reporting requirements, 
luding laboratory reporting requirements, constitute a core 
t of components for smallpox-specific surveillance that can 


ect disease quickly and lead to rapid case investigation (9). 


det 


[hese components are coupled with increased ability of 
terrorism preparedness programs in states to receive and 
investigate reports, conduct key syndromic or other surveil- 


lance to detect smallpox, and conduct ongoing education and 


training sessions on smallpox recognition and disease surveil- 


ince 
Several factors have contributed to the ability of state health 


departments to conduct surveillance and respond to suspected 





uth laboratory could perform 


iriola virus is not recommended for 
1 such a procedure should be conducted 

ignated Biosatety Level 4 laboratory because of the increased risk 
ted laboratory personnel. CDC/Association of Public Health 
suspected smallpox and specimen handling are 
www.bt.cdc.gov/agent/smallpox/diagnosis/riskalgorithm and 


gov/agent/smallpox/diagnosis/rashte stingprotocol asp 


smallpox cases. States can mandate reporting by hospitals, labo- 
ratories, physicians, and other health entities for a disease 
within their jurisdiction. In October 2005, CSTE updated its 
annual NNDSS Queriable Database and noted that smallpox 
was reportable by law in 46 states and DC (7). Since then, 
two of the four states in the database that had not indicated 
smallpox was a reportable condition now have listed it as one 
of the state’s notifiable diseases. The other two states report 
outbreaks of any kind or an unusual number of cases of any 
infectious disease, including smallpox. 

Increases in federal funds also have affected state prepared- 
ness programs. During 2002-2005, state and local health 
departments received nearly $3.5 billion in federal funds to 
bolster state public health preparedness programs. The funds 
were used in part to strengthen surveillance capacity related 
to agents of biologic terrorism. Increased funding in terror- 
ism preparedness and emergency response also has increased 
the number of epidemiologists and increased the capacity for 
state-level preparedness (9). Furthermore, a greater percent- 
age of states reported substantial to full capacity to monitor 
health status and to identify and investigate health problems 
and health hazards in communities (9). 

Current reporting requirements and surveillance systems, 
access to laboratory facilities and modes of communication to 
receive information, and training of public health profession- 
als and health-care practitioners have enhanced the public 
health system's capacity for responding to suspected cases of 
smallpox disease. The findings from the CSTE survey indi- 
cate that, in the event of suspected smallpox, the public health 
infrastructure has components in place to detect, receive 
reports of, investigate, and confirm or rule out the disease. 
Given that states have addressed the legal and infrastructure 
requirements necessary to report smallpox, continued mea- 
sures should focus on the advancement of 1) reported data 
from physicians, laboratories, and hospitals to a public health 
agency, and 2) early-event—detection systems to detect sus- 
pected smallpox disease. Finally, because clinicians typically 
are the first to identify and diagnose disease (/0), measures 
should focus on dissemination of educational and training 
materials to health-care providers, emergency medical services 
personnel, and public health practitioners. 
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Immunization Information Systems 
Progress — United States, 2005 


Immunization registries are confidential, computerized in- 
formation systems that collect and consolidate vaccination data 
from multiple health-care providers, generate reminder and 
recall notifications, and assess vaccination coverage within a 
defined geographic area (/,2). A registry with added capabili- 
ties, such as vaccine management, adverse event reporting, 
lifespan vaccination histories, and linkages with electronic data 
sources, is called an immunization information system (IIS) 
(3). This report summarizes data from CDC’s 2005 /mmuni- 


zation Information System Annual Report (IISAR), a survey of 


grantees in 50 states, five cities,” and the District of Colum- 
bia (DC) that receive funding under section 317b of the Pub- 
lic Health Service Act. These data indicated that 
approximately 56% of U.S. children aged <6 years partici- 
pated in an IIS, an increase from 48% in 2004. Moreover, 


75% percent of public vaccination provider sites and 44% of 


private vaccination provider sites submitted vaccination data 
to an IIS during July-December 2005. These findings under- 
score the need to increase the number of participating chil- 
dren, from the current 13 million to approximately 21 million, 
to assure 95% participation of children aged <6 years and 
improve the effectiveness of U.S. immunization programs. 
The 2005 IISAR, a self-administered, Internet-based ques- 
tionnaire, was available to immunization program managers 
as part of an annual reporting requirement. As in previous 


years, respondents were asked about the number of children 





* Participation is defined as having two or more recorded vaccinations. 
Chicago, Illinois; Houston, Texas; New York City, New York; Philadelphia, 


Pennsylvania; and San Antonio, Texas 


aged <6 years participating in the IIS, the number of health- 


care provider sites participating in the IIS, and other program- 


matic and technical capabilities (e.g., data linkages with other 
public health programs, data use, vaccine management, soft- 
ware and hardware capabilities, and reporting functions). All 
56 grantees were asked to complete the questionnaire; 52 
reported on the number of children aged <6 years participat- 
ing in an IIS. Estimates of the total number of children aged 
<6 years were based on 2005 U.S. census data. 

The findings indicated that, of approximately 23 million 
U.S. children aged <6 years, an estimated 13 million (56%) 
participated in an IIS. Eleven (20%) IIS grantees (Alabama, 
Arkansas, Arizona, Delaware, Michigan, Mississippi, New York 
City, North Dakota, Oregon, Philadelphia, and Wisconsin) 
had >95% of children aged <6 years participating in an IIS 
(Figure). Eleven (20%) other IIS grantees (DC, Idaho, Iowa, 
Louisiana, Missouri, Montana, Oklahoma, Rhode Island, Ten- 
nessee, Utah, and Washington) had participation ranging from 
81% to 94%. 

Approximately 75% of public vaccination provider sites and 
44% of private vaccination provider sites submitted vaccina- 
tion data to an IIS during July-December 2005.° Twenty- 


two (39%) grantees reported that >95% of public vaccination 





Number of provider vaccination sites (public and private) is based on grantee 


self-reports. 


FIGURE. Percentage of children aged <6 years participating* 
in a granteet immunization information system — United 
States, five cities, and the District of Columbia (DC),§ 2005 














SOURCE: 2005 Immunization Information System Annual Report 
* Participation is defined as having two or more vaccinations recorded in 
, an immunization information system. 
Grantees include 50 states, five cities, and DC, funded under section 
.317b of the Public Health Service Act 
“Chicago, Illinois (34%-66%); DC (67%-94%); Houston, Texas (34%-— 
66%); New York City, New York (95%-—100%); Philadelphia, Pennsylva- 
nia (95%-100%); San Antonio, Texas (67%-94%); United States (56%) 
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provider sites submitted vaccination data to an IiS; eight (14%) 
reported submission of vaccination data by 81%—94% of pub- 
lic provider vaccination sites. Eight (14%) grantees (Arkansas, 
Connecticut, DC, Mississippi, North Dakota, Philadelphia, 
San Antonio, and South Dakota,) reported that >95% of pri- 
vate vaccination provider sites submitted vaccination data to 
an IIS; five (9%) (Arizona, Delaware, Michigan, Oregon, and 
Wisconsin) reported data submission by 81%-94% of pri- 
vate provider vaccination sites. 

Reported by: BC Canavan, M Kurilo, MPH, Oregon Dept of Human 
Sues. T Moss, Georgia Registry Immunization Transactions and Sves. 
R McLaren, MS, K Berry, MD, District of Columbia Dept of Health. 
C Thomas, Trey Industries, Locust Grove, Virginia. B Rasulnia, MPH, 
| Kelly, G Urquhart, MPH, Immunization Svcs Div, National Center 
for Immunization and Respiratory Diseases (proposed), CDC. 
Editorial Note: In 2005, approximately 56% of U.S. chil- 
dren aged <6 years participated in an IIS, an increase from 


48% in 2004, or approximately 2 million more children (3). 


In addition, IS private-provider—site participation increased 
from 39% in 2004 to 44% in 2005. 

IISs are being used increasingly as a decision-making tool 
for immunization programs and health-care providers to gen- 
erate patient reminders and recalls, perform vaccine inven- 
tory management and distribution tasks, conduct routine 
public health surveillance, conduct school assessments, and 
identify clusters of undervaccinated children. Data from IISs 
have been used by immunization programs to make more 
effective and timely decisions. For example, during a routine 
Vaccines for Children Program site visit, the Oregon Immu- 
nization Program discovered that one vaccine (diphtheria and 
tetanus toxoids and acellular pertussis vaccine [DTaP]) was 
not being stored at proper temperatures in a pediatric clinic. 
According to data in the Oregon IIS, approximately 3,100 
children had received i or more doses of DTaP or TriHIBit®4 
(Sanofi Pasteur, Swiftwater, Pennsylvania) vaccine during the 
period in which the vaccines were improperly stored. Within 
8 days, Oregon IIS staff members had coordinated with the 
clinic to compile the necessary information to conduct a 
patient recall. An estimated 3,100 families received notices to 


return for revaccination; 1,280 (41%) children returned to 


the clinic and received 1 or more doses of vaccine containing 


diphtheria and tetanus within 90 days after the notice was 
mailed. 

lhe ability to share and exchange data with other informa- 
tion systems also has increased the usefulness of IISs for health 
insurance providers, health department clinics, Medicaid, and 
schools. The ability to use IIS data to comply with school- 


entry laws has ensured up-to-date vaccinations for children 





ymbination Haemophilus influenzae B conjugate vaccine (ACTHib” [Sanofi 
eur) reconstituted with DTaP (Tripedia™ [Sanofi Pasteur]) 


and improved the quality of IIS data. In 2005, a total of 38 
(75%) grantees provided elementary schools with access to 
IIS data to monitor, document, and comply with school 
entry laws. 

In 2003, the Georgia Registry of Immunization Transac- 
tions and Services (GRITS) formed a partnership with the 
Houston Hot Shots Coalition in Houston County, Georgia, 
to increase use of GRITS in kindergarten classes and elemen- 
tary schools in Houston County. Before 2003, annual kin- 
dergarten up-to-date vaccination rates for the Houston County 
Board of Education ranged from 67% to 90%. After imple- 
menting the partnership's recommendation to use GRITS for 
the 2003-04 school year audit, the rate for all 22 elementary 
schools was 100%. As a result of this success, the coalition 
presented the school superintendent with a proposal that 
GRITS be the official school-vaccination record for all stu- 
dents and that all students entering Houston County schools 
have their vaccination records validated by GRITS. The coa- 
lition proposal was approved by the school superintendent 
and implemented for the 2006-07 school year. 

In DC, the Department of Health collaborated with DC 
Public Schools (DCPS) and other partners on the DC School 
Immunization Project, which successfully monitored and 
documented school vaccination rates for the estimated 54,000 
children enrolled in DCPS. The project objectives were to 1) 
use local partnerships to link traditional and high-technology 
quality-improvement strategies to overcome limited resources 
and achieve higher school vaccination rates; 2) identify and 
track vaccination levels for all public school children; and 3) 
use the IIS for quality improvement and improvement of over- 
all vaccination rates and accuracy. DCPS provided the IIS with 
weekly enrollment files, which kept IIS staff members informed 
about new enrollees and allowed them to update vaccination 
rates. In addition, health insurance providers in the DC area 
provided the IIS with electronic enrollment data monthly, and 
the IIS provided updated information on the vaccination sta- 
tus of enrollees, including a list, by school, of enrolled stu- 
dents who met vaccination requirements. Before 2001, IISs 
were used for assessing DCPS vaccination compliance for 
entry to school and middle schools only. After implementing 
schoolwide policies to use IISs, the proportion of students 
with documentation of DCPS-required vaccinations increased 
from 40% in June 2001 to 96% in June 2006. At the end of 
the 2005-2006 school year, 155 (98%) of 158 schools in 
DCPS had compliance rates of >90%, and 28 had rates of 
100%. 

The findings in this report are subject to at least two limita- 
tions. First, data from the 2005 IISAR are self-reported, which 
might have resulted in reporting bias. Second, because some 
grantees did not report data, the IIS participation rates for 
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children aged <6 years and providers might be underestimated 
or overestimated. 

Immunization programs that use IIS data have improved 
the quality of vaccination activities in various settings in 
Oregon, Georgia, and DC. These examples illustrate the use- 
fulness of IIS data for assessing program activities and mea- 
suring progress toward reaching immunization program goals. 
As participation in ITS increases and data quality improves, 


data from IIS will improve the effectiveness and efficiency of 


immunization programs throughout the United States. 
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Brief Report 


Influenza Vaccination Coverage 
Among Children Aged 6-23 Months — 
Six Immunization Information System 

Sentinel Sites, United States, 
2005-06 Influenza Season 


Beginning with the 2004—05 influenza season, the Advi- 
sory Committee on Immunization Practices (ACIP) recom- 
mended that all children aged 6-23 months receive influenza 
vaccinations annually (/). Other children recommended to 
receive influenza vaccinations include those aged 6 months— 
18 years who have certain high-risk medical conditions, those 
on chronic aspirin therapy, those who are household contacts 
of persons at high risk for influenza complications, and, since 
2006, all children aged 24-59 months (/). Previously unvac- 
cinated children aged <9 years need 2 doses administered at 
least 1 month apart to be considered fully vaccinated (/). This 
report assesses influenza vaccination coverage among children 
aged 6-23 months during the 2005-06 influenza season by 
using data from six immunization information system (IIS) 
sentinel sites. The findings demonstrate that vaccination cov- 
erage with 1 or more doses varied widely (range: 6.6% to 
60.4%) among sites, with coverage increasing from the pre- 
ceding influenza season in four of the six sites. However, <23% 
of children in five of the sites were fully vaccinated, under- 
scoring the need for increased measures to improve the pro- 
portion of children who are fully vaccinated. 


This report is based on data from IISs, which are confiden- 
tial, computerized systems that maintain vaccine administra- 


tion information and have other important capabilities (e.g., 


vaccine management, adverse event reporting, assistance in 
disease surveillance activities, and linkages with electronic data 
sources). CDC collaborates with IIS sentinel sites in five states 
(Arizona, Michigan, Minnesota, Montana, and Oregon) and 
the District of Columbia to promote population-based analy- 
sis of IIS data for immunization program assessment and evalu- 
ation. The sites represent geographically contiguous counties 
or census tracts for which IIS data are collected on >10,000 
children aged <6 years, representing >95% of the population 
in that age group in that area. Sentinel sites also have approxi- 
mately 90% of the vaccine provider locations in the geographic 
area as IIS participants. 

Vaccination coverage was estimated for September 1, 2005— 
March 31, 2006, among children who were aged 6-23 months 
during the entire period (i.e., children born during April 1, 
2004—March 1, 2005). Two measures of vaccination coverage 
were reported: 1) receipt of 1 or more doses of influenza vac- 
cine during September 2005—March 2006 and 2) receipt of 
2 or more doses of influenza vaccine (i.e., fully vaccinated). 
Children were considered fully vaccinated if they had 1) 
received no dose of influenza vaccine before September 1, 
2005, but then received 2 doses during September 1, 2005- 
March 31, 2006, or 2) received 1 or more doses of influenza 
vaccine before September 1, 2005, and then received 1 or more 
additional doses during September 1, 2005—March 31, 2006. 

Vaccination coverage with | or more doses among children 
aged 6-23 months ranged from 6.6% to 60.4% in the senti- 
nel sites (Table). Percentages of children who were fully vacci- 
nated ranged from 2.3% to 43.4%. Compared with the 
2004-05 influenza season (2), vaccination coverage with | or 
more doses increased at four sentinel sites and decreased at 
two sites (Table). The percentage of children who were fully 
vaccinated remained the same at one sentinel site, decreased 
at one site, and increased at four sites. 

National Immunization Survey (NIS) estimates for the 
2005-06 influenza season are not yet available; however, pre- 
vious IIS estimates of influenza vaccination coverage among 
children have been similar to NIS results (Table) (3). During 
the 2005—06 season, the disparity in vaccination coverage 
among the IIS sentinel sites was likely a result of the degree of 
vaccine promotion in each locale and the likelihood of 
reporting the administered doses to the IIS. For example, 
health-care workers at Site F indicated that anecdotal evidence 
and previous NIS estimates suggest that the low reported vac- 
cination coverage likely reflects underreporting of influenza 


vaccination to the IIS rather than the actual coverage. 











1330 MMWR December 15, 2006 





TABLE. Influenza vaccination coverage levels among children aged 6-23 months — six immunization information system (IIS) 
sentinel sites (2004-05 and 2005-06 influenza seasons) and National Immunization Survey (NIS) (2004-05 influenza season), 


United States 





2004-05 influenza season 


2005-06 influenza season 





1 or more doses 
of influenza vaccine 


Fully vaccinated 





1 or more doses 


of influenza vaccine Fully vaccinated 





lS sentinel 
sites NIS sites 


lS sentinel 





US sentinel lS sentinel 
NIS sites sites 





lS sentinel site % (95% Ci*) % 


% (95% Cl) % % 





30.0 (21.0—32.4) 13.1 
34.5 (26.4—41.4) 15.4 
26.5 2.5 (24.4—40.6) 11.4 
47.6 (41.1-60.1) 18.5 
35.6 (22.0—38.6) 18.5 

8.2 (23.3-—38.9) 2.1 


12.4 (8.4-16.4) 38.5 22.6 
18.7 (12.9-24.5) 38.9 20.4 
16.9 (10.4-23.4) 33.4 17.9 
25.1 (16.9-33.3) 42.9 5.7 
13.1 (7.3-18.9) 60.4 43.4 
12.2 (7.1-17.3) 6.6 2.3 





Sonfidence interval 


Although limitations exist regarding the use of IIS data, state 


health departments should consider the IIS as a means for 


rapidly assessing influenza vaccination coverage. Prompt 


reporting of influenza vaccinations to the IIS can enable local 
or statewide assessments during the current influenza season, 
1iding measures to increase the proportion of fully vaccinated 
children. 
Reported by: K Fredrickson, MPH, Arizona Dept of Health Svcs. RP 
M VS, District of Columbia Dept of Health. KS Enger, MPH, 
Dept of Community Health. K White. MPH, Minnesota I Jept 
th. B Kirsch, Montana Dept of Public Health and Human Sves 


LA Zimmerman, MPH. 


in, Oregon Dept of Human Sves 


DL Bartlett, MPH, WG Williams, MPH, National Center for 
Immunization and Respiratory Diseases (proposed), CDC. 


References 

1. CDC. Prevention and control of influenza: recommendations of 
the Advisory Committee on Immunization Practices. MMWR 2006; 
55(No. RR-10). 

2. Zimmerman L, Bartlett D, Gosney K, Enger K, Williams W. Influenza 
vaccination coverage among children aged 6-23 months, 2004-2005: 
data from immunization information system sentinel site projects 
Abstract 47]. Proceedings and abstracts of the 40th National Immuni- 
zation Conference; March 6—9, 2005; Atlanta, GA. 

3. CDC. Childhood influenza-vaccination coverage—United States, 2004-05 
influenza season. MMWR 2006;55:1062-—5 








Vol. 55 / No. 49 








QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Reasons for No Health Insurance Coverage* Among Uninsured Persons 
Aged <65 Years — National Health Interview Survey, United States, 2004t 
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Lost job Employer Medicaid Ineligible due Change Other’ 
or change did not offer benefits to age or nN marital 
in employment or insurance stopped eft schoo tatus or death 
company f parent 


refused 


Reason 


*Based on response to a survey question regarding the reasons a household 
member stopped being covered by health insurance or did not have health 
insurance. Persons might be counted in more than one category 

‘Estimates are age adjusted using the 2000 projected U.S. population as the 
standard population and using four age groups: 0-11 years, 12—17 years, 18-44 
years, and 45-64 years. Estimates are based on household interviews of a 
sample of the civilian, noninstitutionalized U.S. population 

395% confidence interval. 


‘includes moved, self-employed, never had coverage, did not want or need 
coverage, and other unspecified reasons 


Overall, approximately 17% (41 million) of persons aged <65 years had no health insurance at the time of 
interview. Of these, approximately one half did not have coverage because of cost, and one fourth did not have 
coverage because of loss of a job or a change in employment. Approximately 14% of uninsured persons did not 
have coverage because their employer did not offer it or the insurance company refused coverage, and 10% 
did not have coverage because of cessation of Medicaid benefits. Less than 3% of persons without health 
insurance did not have coverage because of a change in marital status or death of a parent. 


SOURCE: Adams PF, Barnes PM. Summary health statistics for the U.S. population: National Health Inteview 
Survey, 2004. National Center for Health Statistics. Vital Health Stat 2006;10(229). Available at 
http://www.cdc.gov/nchs/data/series/sr_10/sr10_229.pdf. 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending December 9, 2006 (49th Week)* 





5-year 
Current Cum tnd Total cases reported for previous years 
Disease week 2006 average' 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
Anthrax _ 1 0 — — — 2 23 
Botulism 
oodborne 13 19 16 20 39 
nfant 76 76 69 97 
other (wound & unspecified) 45 33 33 21 19 
Brucellosis - 102 
Chancroid - 27 17 54 67 38 
Cholera - 6 8 2 2 3 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases** 
California serogroup 
eastern equine 
Powassan 








2 


UIS 


stern equine 


wuman granulocytic 1 CT (1), NY (16) 
nan monocytic : NY (7) 
other & unspecified) 
vilus influenzae,** 
> disease (age « 5 yrs 
pe b 
type b 


wn serotype 


~w Oo 


rm 


ANON Oeo—-w 
ee ee 


ywsease 

JS pulmonary syndrome 
OK (1) 

Mi (3), MO (1), DC (1), NC (1), TN (1), LA 


jremic syndrome, postdiarrheal 


ral, acute 
age <13 yrs) 


pediatric mortality 


Ri (1), NY (7), PA (1), IN (1), NC (1), FL (1), AL (1) 


al disease 


N-135 207 5 297 - - TX (1) 
»B 2 3 d 5 - IN (1), FL (1) 
1 ( - MN (1) 
PA (1), OH (2), KS (2), MD (2), FL (1), AL (1) 


MN (1) 

Ss pneumoniae 

ease (age <5 yrs 8 1,011 257 1,162 ~ NY (3), OH (7), IN (1), MN (2), KS (1), DC (1) 
OK (1), AZ (2) 
AZ (1) 


PA (1), MD (1), WA (1), CA (2) 
ntermediate Staphylococcus aureus 


n-resistant Staphylococcus aureus 





ed cases N: Not notifiable Cum: Cumulative year-to-date counts 

jence data for reporting year 2006 are provisional, whereas data for 2001, 2002, 2003, 2004, and 2005 are finalized 

culated by summing the incidence counts for the current week, the two weeks preceding the current week, and the two weeks following the current week, for a total of 5 
preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage.padf 
Not notifiable in all states 

ides both neuroinvasive and non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (proposed) (ArboNET Surveillance 
Data for H. influenzae (all ages, all serotypes) are available in Table |! 
Jpdated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (proposed). Implementation of 
HIV reporting influences the number of cases reported. Pediatric HIV data will not be updated monthly for the remainder of this year due to upgrading of the national HIV/AIDS 
urveillance data management system. Data for HIV/AIDS are available in Table IV quarterly 
Jpdated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases (proposed) 
No measles cases were reported for the current week 
Data for meningococcal disease (all serogroups and unknown serogroups) are available in Table II 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed). 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 











(49th Week)* 
Chiamydiat Coccidioidomycosis Cryptosporidiosis 
Previous Previous 
Current 52 weeks Cum Cum 52 weeks Cum 

Reporting area week Med Max 2006 2005 Max 2006 
United States 11,832 19,355 35,170 898,911 903,206 4,544 68 594 4,898 
New England 749 638 1,550 31,231 30,744 —- 0 0 — _ 2 4 37 279 
Connecticut 347 172 1,214 9,004 9,273 N 0 0 N N -— 0 34 34 
Maine’ 22 42 65 2,109 2,130 N 0 0 N N 1 0 6 42 
Massachusetts 283 294 606 14,468 13,609 _ 0 0 — —_ — 1 14 88 
New Hampshire 19 38 71 1,872 1,736 — 0 0 — — — 1 5 49 
Rhode Island 57 61 107 2,745 3,091 — 0 0 — —_ oa 0 6 14 
Vermont’ 21 19 41 1,033 905 N 0 0 N N 1 0 5 52 
Mid. Atlantic 537 2,375 3,696 111,947 111,899 0 0 = _ 5 11 444 559 
New Jersey — 358 496 16,110 18,096 N 0 0 N N — 0 3 11 
New York (Upstate) 792 499 1,727 23,280 22,491 N 0 0 N N 3 3 441 171 
New York City 398 698 1,567 36,139 36,436 N 0 0 N N — 2 7 107 
Pennsylvania 347 752 1,075 36,418 34,876 N 0 0 N N 2 4 17 270 
E.N. Central 601 3,146 12,578 144,974 154,425 — 1 3 43 11 2 15 105 ,189 
Illinois = 975 1,697 47,285 47,823 =. 0 0 _ — _ 1 18 140 
Indiana — 392 478 18,078 18,917 N 0 0 N N 1 1 18 98 
Michigan 423 649 9,888 32,592 27,273 — 0 3 37 11 2 8 134 
Ohio 89 632 1,424 29,250 41,090 — 0 2 6 = 1 5 33 344 
Wisconsin 89 383 516 17,769 19,322 N 0 0 N N _- 5 53 473 
W.N. Central 681 1,164 1,455 55,725 55,585 0 12 1 4 5 12 77 823 
lowa 95 157 225 7,782 6,958 N 0 0 N N a 1 28 170 
Kansas 130 150 269 6,785 6,971 N 0 0 N N — 1 8 78 
Minnesota — 237 347 10,697 11,565 — 0 12 = 3 5 3 22 222 
Missouri 268 439 614 21,326 21,144 -- 0 1 1 1 — 2 21 177 
Nebraska’ 97 103 176 5,082 4,806 N 0 0 N N 1 16 92 
North Dakota 5 32 61 1,555 1,562 N 0 0 N N 0 4 4 
South Dakota 86 51 116 2,498 2,579 N 0 0 N N 1 7 7 
S. Atlantic 3,012 3,725 4,943 176,630 165,280 1 0 1 5 2 15 67 115 
Delaware 107 68 92 3,408 3,203 N 0 0 N N 0 3 15 
District of Columbia 42 53 137 2,723 3,571 _ 0 0 — — 0 2 15 
Florida 750 961 1,182 45,940 40,607 N 0 0 N N 6 32 527 
Georgia 12 700 2,142 31,616 29,703 - 0 0 _ -- 5 18 254 
Maryland’ 201 337 487 16,902 17,518 1 0 1 5 2 0 3 20 
North Carolina 800 613 1,772 31,885 29,573 N 0 0 N N 1 11 96 
South Carolina’ 583 347 1,452 18,653 17,636 N 0 0 N N 1 13 123 
Virginia’ 473 439 840 22535 20,863 N 0 0 N N 1 6 55 
West Virginia 44 60 227 2,968 2,606 N 0 0 N N 0 3 10 
E.S. Central 486 1,420 1,941 70,155 65,862 - 0 0 — _ 3 12 198 
Alabama’ 100 412 756 19,634 15,846 N 0 0 N N 1 10 103 
Kentucky 691 163 613 8,729 7,968 N 0 0 N N 1 5 35 
Mississippi 205 374 807 17,876 20,077 0 0 ~ — 0 3 16 
Tennessee’ 490 512 605 23,916 21,971 0 0 N N 0 5 44 
W.S. Central 026 2,177 3,605 102,032 103,612 0 1 4 44 324 
Arkansas 153 155 335 7,762 8,072 0 - 0 2 20 
Louisiana 122 228 607 12,007 16,241 0 1 0 9 7 
Oklahoma — 233 2,159 11,724 10,819 0 N 1 4 40 
Texas’ 751 1,459 1,897 70,539 68,480 0 N 2 35 197 
Mountain 784 1,025 1,839 48,529 59,341 108 5,095 2 38 332 
Arizona 408 359 881 17,918 19,824 4,967 0 3 24 
Colorado — 141 395 5,480 14,585 0 N 1 7 68 
Idaho — 43 191 2,333 2,620 0 N 0 1 - 
Montana’® 47 46 195 2,413 2,168 0 N 0 26 132 
Nevada 207 87 432 5,078 6,981 1 52 0 1 11 
New Mexico’ 122 193 339 9,402 7,774 0 15 0 § 29 
Utah — 94 176 4,652 4,282 1 59 0 3 20 
Wyoming® — 27 54 1,253 1,107 0 2 0 11 48 
Pacific 956 3,325 5,079 157,688 156,458 87 43 2,446 1 52 79 
Alaska 103 81 152 3,777 4,038 — 0 — 0 1 4 
California 200 2,623 4,231 123,843 121,397 87 43 2,446 ¢ 0 14 — 
Hawaii — 100 135 4,845 5,223 N 0 N N 0 1 4 
Oregon 255 174 315 8,478 8,354 N 0 N N 1 7 71 
Washington 398 348 604 16,745 17,446 N 0 N N 0 38 — 
American Samoa U 0 46 U U U 0 U U U 0 0 U 
C.N.M.I U 0 0 U U U 0 U U U 0 0 U 
Guam — 17 18 -— 806 —~ 0 — _ — 0 0 — 
Puerto Rico 198 93 190 4,331 3,772 N 0 N N N 0 0 N 
U.S. Virgin Islands — 5 16 178 196 — 0 —_— — — 0 0 — 





C.N.M.1.: Commonwealth of Northern Mariana Islands. 
—: No reported cases 
; Incidence data for reporting year 2006 is provisional. 


U: Unavailable 


N: Not notifiable 


Cum: Cumulative year-to-date counts 


. Chlamydia refers to genital infections caused by Chlamydia trachomatis. 


* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 
(49th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 








United States 98 317 ) 15,939 18,062 3,910 6,584 14,136 312,983 311,967 23 39 142 1,870 2,085 
New England g 22 5 1,117 1,587 140 108 288 5,268 5,537 


ynnecticut 2 x 276 347 71 42 241 2,129 2,376 
Maine ; 170 195 8 121 135 
Massachusetts 357 701 5 4 86 2,301 2,386 
New Hampshire : g 61 9 178 167 
Rhode Island 1 2 1 107 16 19 476 417 

ermont 3 2 7 176 a 63 56 


Mid. Atlantic 37 62 3,261 323 014 30,198 32,265 
New Jersey f 33 434 160 4,580 5,378 
New York (Upstate) 25 ‘ 227 135 455 5,919 6,639 
New York City - 2€ 849 378 9.177 9,773 
Pennsylvania 5 2 ( 843 10,522 10,475 


E.N. Central 20 B 25 150 59,450 62,771 
linoi é 2 3g 742 - 18,051 18,883 
Ir na y 0 ( N 7,991 7,653 
754 13,894 11,117 

) 5 ; 5 760 . x 13,418 19,600 
Wisconsir g : é 894 53 6,096 5,518 
W.N. Central le 27 55 2,171 17,610 17,766 
lowa - 271 y 1,737 1,537 
Kansa y | ‘ 198 3 1,902 2,421 
Minnes 2 23 488 954 2,749 3,320 
Missour 2 5 499 1 9.419 8,960 
h 2 y 114 y 1,332 1,083 
19 120 116 

4 351 329 


79,057 73,218 

1,406 840 

1,763 2,037 

21,676 18,921 

15,990 13,912 

6,184 6,607 

16,449 14,234 

8409 8,237 

455 6,237 7,753 

West Virginia y 0 35 48 1 943 77 
E.S. Central 2 542 595 28,428 26,494 
Alabama 3 54 9.056 8,801 
nt y 0 0 3,205 2,814 
7,053 6,725 

9.114 8,154 

W.S. Central 5 31 282 7 44,241 42,331 
Arkansa 1 2 8 27 8 é 4 4,034 4,220 
Louisiana ( 5 35 0 7,562 9,012 
hor 2 2 21 4,367 4,303 
28,278 24,796 


Mountain 4 ) 56 57 5 17 11,023 12,839 
Arizor 3 3 36 2 142 4,433 4,626 
f C : 2,067 3,036 

139 114 

184 143 

1,615 2,723 

1,667 1,446 

805 672 

113 79 


Pacific ‘ : 202 2,896 < 37,708 38,746 
Alaska 1 7 517 560 
California 35 é 31,083 32,242 
825 981 

1,273 1,469 

4,010 3,494 
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V Commonwealth of Northern Mariana Islands 
Jnavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
Incidence data for reporting year 2006 is provisional 
ontains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 
(49th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max week Med Max 2006 


United States 


New England 
Connecticut 
Maine’ 
Massachusetts 
New Hampshire 
Rhode Island' 
Vermont' 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Iilinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska’ 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland’ 

North Carolina 
South Carolina’ 
Virginia’ 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee’ 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas’ 
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C.N.M.|.: Commonwealth of Northern Mariana Islands. 
U: Unavailable. —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting year 2006 is provisional. 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 
(49th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Cum Current 52 weeks 
Reporting area week Med Max 2006 week Med Max 











United States 154 230 2,153 16,464 8 


mM 
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125 

New England 13 27 780 2,856 1 
Connecticut 11 753 1,661 

34 280 

12 33 
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Commonwealth of Northern Mariana Islands 
ble No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jata for reporting year 2006 is provisional 
jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 
(49th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 19 1,010 1,122 12 


New England 43 68 
Connecticut 10 14 
Maine’ 2 
Massachusetts 31 
New Hampshire 
Rhode Island 
Vermont’ 


Mid. Atlantic 
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New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
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Michigan 
Ohio 
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North Carolina 
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W.S. Central 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 


(49th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 





Current 


Reporting area week 


52 weeks 


Previous Previous 
52 weeks Cum 


Med Max 2006 


Previous 
Cum Current 52 weeks 
2005 week Med Max 2006 


Cum Current 
2005 week 


Cum 
2006 


Cum 
2005 


Cum 
Med Max 





United States 
New England 


Mid. Atlantic 
New York (Upstate 
f yivania 
E.N. Central 


E.S. Central 
Kentucky 
W.S. Central 
Arkansa 

- 


exa 


Mountain 


islands 


121 239 5,972 5,561 7 
640 675 
203 197 
117 61 
321 
13 
28 
55 


w 
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246 2,027 1,678 572 779° «2,291 39,686 41,632 


8 22 473 1,732 2,064 
- 465 465 446 
10 116 160 
53 782 100 
25 205 172 
17 89 95 
6 75 91 


272 793 846 
803 931 
251 154 
170 155 
569 606 


747 471 
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vommonwealth of Northern Mariana Islands 


vaiiable No reported cases 
ce data for reporting year 2006 is provisional 


N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 


Jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 


(49th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis 


Streptococcal disease, invasive, group A 





Previous 
52 weeks 
Med Max 2006 


Previous 
52 weeks 
Med Max 


Current 
week 


Cum 
2005 


Cum Current 


Reporting area week 


Cum 


Cum 


2006 2005 


Previous 


Current 


week Med 


52 weeks 


Cum 


Max 2006 


Cum 
2005 





United States 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont® 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


ur 


297 2,787 3,097 


80 254 213 
79 79 58 
43 29 
82 84 
25 16 
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C.N.M.1.: Commonweaith of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable 
+ Incidence data for reporting year 2006 is provisional 

. Includes E. coliO157:H7; Shiga toxin positive, serogroup non-0157; and Shiga toxin positive, not serogrouped 
’ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-to-date counts 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 
(49th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 

Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 84 50 333 2,355 2,416 108 175 334 8,462 8,056 850 835 2,857 39,628 27,887 
New England ) 24 37 221 3 d 1 197 202 1 32 1,415 5,046 
nnecticut J ) 93 2 1 53 46 0 U 1,595 
: N 8 1 2 151 299 
98 109 117 94 2,174 
* : 12 15 3 7 473 327 

18 13 22 — — 
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Commonwealth of Northern Mariana Islands 


available No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
Jence data for reporting year 2006 is provisional 


mtains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 9, 2006, and December 10, 2005 
(49th Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 


United States 0 471 1,191 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island* 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Ilinois 
Indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 
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Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 
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Ww 


American Samoa 
C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 


. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) (ArboNET Surveillance) 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 9, 2006 (49th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 
Ages 





Reporting Area >65 | 45-64 | 25-44 


1-24 <1 





P&l' 
Total 





Reporting Area 


All 
Ages 


>65 maiel 25-44 | 1-24 | <1 








New England 540 382 106 28 12 
Boston, MA 142 101 29 4 4 
Bridgeport, CT 33 oc 5 { { 
Cambridge, MA 1€ 7 
Fall River, MA 
Hartford, CT 
MA 
MA 
w Bedford, MA 
w Haven, CT 
vidence, Ri 
ville, MA 
yfield, MA 
srbury, CT 


rcester, MA 


Mid. Atlantic 


Albany, NY 


E.N. Central 


Akron. OH 


Wayne, IN 
ry, IN 
Grand Rapids, MI 
ndianapolis, IN 
Lansing, Mi 


Milwaukee, WI 


uth Bend, IN 
edo, OH 
ngstown, OH 
W.N. Central 
Des Moines, IA 
uth, MN 
sas City, KS 
‘ansas City, MO 
n, NE 
Minneapolis, MN 
Omaha, NE 
St. Louis, MO 47 
t. Paul, MN 64 43 
Wichita, KS 100 72 


12 
4 
1 


r 
4 
1 





S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA‘ 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Like City, UT 
Tucson, AZ 
Pacific 

Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


1,376 819 363 121 48 
220 59 23 14 
235 é 29 12 
125 : 2 6 
172 
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57 
56 
59 
67 
177 
100 
12 
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}; Unavaiiabie 
“RA 


No reported cases 


currence and by the week that the death certificate was filed. Fetal deaths are not included 


Pneumonia and influenza 
Bex 


* Total includes unknown ages 


Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 


ause of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals December 9, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 130 
Hepatitis B 


Hepatitis C 


Ratio (Log scale) 


] Beyond historical limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 49 yf zero (0) 
t Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
f } 
periods for the past 5 year The point where the hatched area begins is based on the mean and two standard 


jeviations of these 4-week totals 





Notifiable Disease Data Team and 122 Cities Mortality Data Team 
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